Mr. CUTHBERT (in reply): In answer to Mr. Tilley, this growth was protruding from the nares, and extending down the pharynx. The antra were not translucent: therefore I performed a bilateral Moure's operation. The exposure was ample when I had removed it from the antrum and pharynx; some part seemed to originate in the ethmoid, as the cribriform plate was destroyed. There was a mass in the anterior fossa of the skull, which, I thought, bore a communicated pulsation: it looked thick and dull, and not like dura mater. Sir William Milligan suggests a Kuihn's tube. I use a laryngotomy tube of about 18 in. in length. Neither ekternal carotid was ligatured in this case, but the patient was infiltrated on each side in the line of the external carotids and ' in. tape put under them as a sling previously to applying the Crile clamp. I called it a nasopharyngeal tumour because it inhabited both nares and nasal region of the pharynx. My interest in the case was revived by reading, in the Proceedings of the Section of Laryngology, Augast, 1919, a case of angiofibroma brought up by Mr. Dawson, in which Mr. Harmer referred to an operation on a similar case sent to him some years ago by Sir Henry Butlin. I saw Mr. ilarmer operate, and Sir Henry Butlin told me that all cases of this kind (which bleed from their mucous surface, like some of these benign tumours) operated upon before 1909, died of haemorrhage, either during or shortly after operation. I did not have the difficulty in controlling the carotids which Mr. Harmer had: in his case the left common carotid divided very high up. After the removal in my case there was no bleeding when the clamps were relaxed. The rapidity of recession of the exophthalmos in my second case was remarkable, for within a fortnight it was hardly noticeable. I should here like to raise the question of tying the superior thyroid arteries, and as to the percentage of cases which are permanently benefited by the tying of these arteries instead of removing the thyroid itself. Pharyngeal Diverticuli; Report of Two Cases. By HORACE LAW, F.R.C.S.Irel. BOTH these cases came to me about the same time in February, 1919, and each presented points of similarity, but the outstanding feature of their story was the increased salivation and the difficulty of disposing of the saliva. This was evidently a reflex from the cesophagus due to irritation in that tube, as, in the one case the removal of the pouch, and in the second case the removal of the foreign body cured this annoying symptom. I would like to emphasize this point in the case of abnormal salivation sometimes complained of by elderly persons, and to suggest that cesophageal lesions should be considered, though no other sign may point in that direction.
My two cases both occurred in elderly people. Both had their opening just at the lower border of the cricoid cartilage. In the case of the man the distance was 7 in. from his front teeth; in that of the woman 6 in., as measured by a bougie when it caught in the pouch.
In the man's case the opening was in the posterior surface and somewhat to the left. In the woman's it was exactly posterior. Case I.-Male, aged 53. He always had enjoyed good health, and never had any particular trouble in his throat till recently. The first abnormal sign he could recall was about sixteen months ago, when he noticed a slight gurgling in the throat after swallowing liquids, and saliva collecting in his mouth in undue quantities, which seemed to be difficult to swallow and get rid of. There was never any pain. He had two or three attacks of choking when swallowing pieces of meat or anything of hard nature, and had to be very careful to masticate thoroughly, and only swallow small pieces. As these symptoms increased he came up and consulted me. I passed bougies, which all stopped at 7 in. from the teeth, and then the oesophagoscope, which similarly was caught by the pouch. Major Harvey then kindly X-rayed him, and the barium meal was most instructive. Each mouthful was caught in the pouch, which became distended, and then on repeated swallowing the pouch was gradually emptied, and we could follow the course of the barium up out of the pouch and then on down the cesophagus, so that this examination rendered the provisional diagnosis certain. I admitted him to hospital and operated on February 21. The main difficulty in the operation was to find the pouch, as after we had reached the oesophagus it was not visible, being quite empty and collapsed. By passing a bougie into it, it was easily identified and separated from the surrounding structures. The walls were so thin and the position so deep in the neck that it was not possible to sew it up by layers, and one had to be content with transfixion, double ligature and excision. A drainage tube was inserted right down to the ligatured stump, and the wound closed. The wound healed by first intention, and, as was natural, he had some difficulty in swallowing, which gradually moderated, and after ten days he was able to take solid food without much pain. He got up on the thirteenth day, and on the fifteenth day was able to eat fish, pudding and bread. He left hospital on the eighteenth day after operation. Since leaving he developed a sore throat, and had some difficulty in swallowing, but by putting him on slops again this gradually passed off, and he swallows without discomfort. In November he reported himself as practically normal.
MY-LAR 5a Case II.-Lady, aged 70. The sole symptom that brought her to me was the fact that for seven months saliva was constantly collecting in her mouth, which she found difficult to swallow and get rid of with comfort. Having just seen the other case with a similar symptom I was naturally inclined to the feeling that this was another pouch, and this was rather borne out by the fact that she told me her mother had suffered from one in the latter years of her life. I passed bougies, which stopped at 6 in. from the teeth. I then put down the cesophagoscope, which at once encountered a hard mass which was greyish in appearance, with some red points, and gave one the impression of a fungating tumour. All my instruments stopped dead and did not go any farther down. I removed two pieces from this mass and told the patient I would communicate with her when they had been examined, indicating that it was probably a serious trouble. Naturally these appearances entirely put me off the track of cesophageal pouch. The microscopical examination made by Captain Speares proved the piece removed to be cabbage, so I at once passed the oesophagoscope again, when I found that I could get it easily past the former obstruction. Investigation proved that there was a mass of granulation tissue on the posterior wall of the oesophagus, with some debris still present. The latter I thoroughly removed and cleared up through the oesophagoscope, and she was sent away to rest for a fortnight. At the end of that time the third oesophageal examination showed a slit about J in. long in the posterior wall, without any breach of surface or granulations, and a probe passed about i in. into it, which would be the measure of the depth of the pouch. Her symptoms were greatly relieved after the first examination by the oesophagoscope, and steadily improved, till at the last examination she expressed herself as quite well. Under these conditions, and on account of the smallness of the pouch, I decided that no operative interference was necessary at present. The only explanation I can give of this case is that a foreign body of a semi-hard nature, probably a piece of the stalk of a cabbage, lodged in the pouch and was not sharp enough to pierce the walls but its constant pressure set up a growth of granulation tissue, which gave the appearance of a fungating cancer. The forceps evidently dislodged this mass while a piece was taken off it-for microscopic examination, and hence the immediate improvement and cure. How a patient could have a foreign body stuck in the small pouch in the cesophagus for seven months without suffering more pain and discomfort than this lady did is hard to conceive. In November she reported herself as normal.
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DISCUSSION. Dr. KELSON: The result in these remarkable cases is excellent. I would like to hear the size of the pouch in the first case; it seems to have been very small. MIr. Law says that in both cases he passed a bougie, and afterwards the cesophagoscope: is not that putting the cart before the horse ? Again, he says that the difficulty at the operation was to find the pouch. In all these cases I think it is most important that a guide should be passed either before orimme;liately after the ancesthetic is given, because many of these patients are in bad condition, and much unnecessary time is wasted in trying to find the pouch without a bougie. Was there any leakage of the cesophagus in the first case?
Dr. W. HILL:. I agree that in some of these cases there is a very thin sac wall, an(], unless the patient is too emaciated, it is a great advantage to try and preserve some of the areolar tissue on the true coats of the pouch when diverticulo-pexy is performed. Then one can put the stitches, not through the thin pouch wall, but through the areolar tissue. The note says: "A drainage tube was inserted right down to the ligatured stump, and the wound closed.". Was the tube buried in the neck and the wound closed, or was the wound closed except that part at which the tube emerged ? And did the whole of the wound really heal, as stated, by first intention? And, considering there was just the tying the mouth of the sac instead of sewing it up, was there any leakage? Also, why was a drainage tube put in unless it was thought there would be leakage? The method I have adopted-i.e., diverticulo-pexy-in two. cases is to dissect the pouch out free and instead of cutting it out fix it high up in the neck with stitches in order to avoid the chance of leakage and mediastinitis. Nothing is said in regard to the second case as to the X-ray findings as to whether it was a pouch or not. The measurements and the description given do not appeal to me; there may have been only a dilated pharynx. A skiagram would have settled the whole thing.
Dr. IRWIN MOORE: The feature of increased salivation and difficulty in disposing of it is one connected with either diverticula of the pharynx, malignant growths or strictures. Hence Mr. Law's remarks in these cases, emplhasizing the importance of regarding increased salivation in elderly people as an indication of an cesophageal lesion, are important. If there were closer co-operation between the general physician and the laryngologist in cases of abnormal salivation, we should see these cases earlier, when the pouches are not so dilated as to require removal. I have two female patients, aged 64 and 78. one first seen in 1912, the other in 1916, each with a small early pouch, wlhich I diagnosed. No operation was advised. The patients were recommendedl to eat soft food, to masticate it well in the mouth before swallowing, to eat slowly, and take small meals at frequent intervals The latest report is that they are no worse than when they originally saw me. We do not habitually examine these cases first with the cesophagoscope, on account of the extreme thinness of the wall in many of the cases, and the danger that the least pressure may send the cesophagoscope through into the posterior mediastinum. It is a question whether there is any need to pass the cesophagoscope in these cases, in view of the present perfection of X-ray work. The second case is evidently an acute diverticulum caused by the foreign body. It does not follow that there was a commencing diverticulunm present which was' the cause of the impaction of the lump of vegetable.
I have come across the report of a case by Hoffmann,' in which an acute diverticulum was caused by swallowing a piece of broken china. At the autopsy a diverticulum of the pharynx was found lined with mucous membrane, with the foreign body inside.
Dr. DUNDAS GRANT: I would remind the Section of a case, which I described some years ago, in which the symptoms of a pouch were present in an elderly woman, the chief one being that food returned which was known to have been swallowed several hours before. X-rays showed only an attempt at pouching. The symptoms disappeared after a large bougie had been passed through the mouth of the cesophagus two or three times. Probably Mr. Law's second case is much of this kind. It is important that the skiagram should be taken without much delay: it should precede any attempt to pass an aesophagoscope. With regard to increased salivation, we have often met witlh cases of so-called water-brash, in which large quantities of fluid are brought up, as if by vomiting. It is found to be alkaline, and this is probably due, in chief part, to saliva collecting above a spasmodic contraction of some part of the cesophagus. In such cases it might often be good practice to pass an cesophageal tube so as to coax the spasm out of existence, and allow the fluid to pass into the stomach.
Dr. W. HILL: I think a further report ought to be made on this second case, as it may be traumatic. It may be a unique case of traumatic diverticulitis, or it may be merely a dilatation of the lower part of the pharynx, with a foreign body in it.
Mr. HORACE LAW (in reply): There was no leaking in the first case: it went on without further complication. The tube was put in as a precaution, and it projected through the skin, and after forty-eight hours was removed, and the wound allowed to heal. These were private patients and it is not always easy to get them to submit to X-ray examination unless one can give a good reason for it. The symptoms were not typical of a pouch in the ordinary way at the beginning. In the second case, X-rays would have shown nothing but some of the barium or bismuth remaining behind near where the foreign body was. I agree with Dr. Irwin Moore as to the danger of using the cesophagoscope, and I appreciated that much more after I took the pouch out. It should be possible to avoid passing instruments in these cases, but it is not easy to know where one's diagnosis begins. I had not diagnosed the condition until an instrument had been in the pouch. I do not know whether the second case should be called acute: she had symptoms seven months, and the foreign body must have been present for some time, as the picture showed a grey mass surrounded by granulation tissue. What you saw on the screen was supposed to be the tumour, but it turned out to be cabbage: it was a long time before my friends at Trinity College accepted the fact. Later, one could see the site where it had been: it was still ulcerated, and there were granulations round it. I did not see the use of employing X-rays when I had reached that stage. I shall be glad to send a further report if I can get the old lady to come up again.
Perithelioma (Alveolar Sarcoma) of the Frontal Bone. Operation, August 20, 1919 Access through a double Killian frontal sinus incision; on the left side the whole eyebrow was incised; on the right only the inner half. The growth was followed round the left supra-orbital margin along the orbital roof, to within 1 in. of the sphenoidal fissure. The supra-orbital fat was removed intact with the growth, leaving this aspect of Tenon's capsule bare and clean. The growth had eroded the outer wall of the frontal sinus for an area of 2 sq. cm., but no perforation into the sinus existed. All this part of the sinus-wall was freely removed, a Killian bridge being left. The frontal sinus was now discovered to be full of polypi; accordingly the anterior part of the middle turbinate was removed, the infundibulum burred out, and the sinus drained by a tube through the nose.
Convalescence was uneventful, but the corneal ulceration was progressive, and hypopyon appeared. On September 2 Mr.. Loosely eviscerated the globe. Recoverv uneventful.
Dr. Sanguinetti considers the growth is an alveolar sarcoma, 2 perithelioma.
Photographs and a microscopic slide are shown.
